Aim: To describe the epidemiological aspects of the patients who died in polyvalent intensive care unit at University Hospital of Brazzaville. Materials and Methods: This was a retrospective, cross-sectional study carried out in intensive care unit of University Hospital of Brazzaville, during period from January 2013 to December 2014. All patients who died at the unit regardless of age or sex were included. The parameters studied were age, sex, origin, reason for admission, causes of death, time of death, and length of hospitalization. Data were treated in Excel 2010 and Epi info 2007. Results: During the study period, 419 deaths out of 1121 admissions were recorded, representing a mortality rate of 37.4%. The average age was 46.2 ± 19.7 years with extremes ranging from 14 months to 90 years. The sex ratio was 0.9. Most of the deceased patients came from medical emergencies in 37.6% of the cases. Infectious (17.9%) and neurological (17.4%) pathologies were the most likely to cause death followed by cardiovascular pathologies (12.2%). Causes of death were dominated by severe sepsis and septic shock with 93.4% of infectious pathologies and stroke in 80.8% of neurological pathologies. In 42.3% of cases, the death occurred in the 8:00 p.m. to 6:00 a.m. time period. The average length of hospitalization for the deceased patients was 1.4 ± 0.5 days. All parameters studied significantly associated with mortality (p < 0.05). Conclusion: The mortality rate of patients admitted to the polyvalent intensive care unit at University Hospital of Brazzaville was high at 37.4%. Most of these patients were aged 40 years and older, male, with infectious and/or neurological pathologies. All deaths occurred within 48 hours of admission.
Introduction
Medical advances in recent years have made it possible to keep patients who would once have been terminally ill alive for weeks or even months. In a hospital's care system, emergency and resuscitation services are at the forefront of action, thus constituting the sites of many deaths [1] [2] . Admission in intensive care unit usually occurs in a context of failure of vital functions thus exposing at the death. Death is a major event whose evaluation and analysis is necessary to improve the quality of patient care in a hospital in general, and in intensive care in particular [3] [4] .
In the United States, the average intensive care unit mortality rate ranges from 8% to 19%, an estimated 500,000 deaths per year. In France, the average mortality rate in intensive care units is estimated at 15% with hospital mortality ranging from 20% to 30% according to studies [5] [6] . In Africa, resuscitation mortality has been the subject of several studies [2] [4] [7] [8] [9] [10] . In Burkina Faso, in the multipurpose intensive care unit of the Ouagadougou Hospital Center, the rate of mortality achieved 63% of cases with a clear prevalence of medical pathologies [7] .
In Congo, in the polyvalent intensive care unit of the University Hospital of Brazzaville, various studies on pregnancy complications and patients aged 60 and over have all found a mortality rate between 18.9% and 66.0% [8] [9] [10] .
However, no studies have been carried out on the causes and characteristics of mortality.
The aim of our study is to describe the epidemiological aspects of the patients who died in polyvalent intensive care at University Hospital of Brazzaville.
Materials and Methods
This was a cross-sectional and retrospective study carried out in polyvalent intensive care unit of the University Hospital of Brazzaville over a two-year period from January 1, 2013 to December 31, 2014. The general study population consisted of all patients admitted to the department. We included in our study all patients who died in the unit regardless of age or gender. Patients with missing data or who died on arrival were excluded from our study. The data collection was based on the admissions register. These data were then recorded on a survey sheet developed for this study. The parameters studied were age, sex, origin, reason for admission, causes of death, time of death, length of hospitalization.
Data analysis was performed using Excel 2010 and Epi info 2007 software. The quantitative variables were expressed as an average ± standard deviation and the qualitative variables were expressed as numbers and percentages. The compari- Table   2 ). The average length of stay for deceased patients was 1.4 ± 0.5 days.
For all variables analyzed, we found a statistically significant difference (p < 0.05). Table 3 presents the univariate analysis of the mortality of patients in intensive care.
Discussion
In our study, the mortality rate was 37.4%. This rate is similar to those found by . This difference could be explained by the type of population studied, the size of the sample, the existence of armed conflict or not in the study, the lack of a technical platform for resuscitation services in developing countries in general, the delay in treatment, the unavailability of emergency kits and the absence of health insurance. Also, Intensive care In our study, the female sex was predominant. Some authors had noted a male predominance in their study [14] [24] . The large number of women could explain this difference during the study period, which shows the importance of gynecological and obstetrical activity in our department.
In terms of origin, medical emergencies and other hospital services accounted for 35.6% and 26.3% of all deaths respectively. These results may be justified by the late consultation of patients, mainly related to socio-cultural beliefs and financial difficulties of the majority of families, a long delay between consultation and initial care, as well as a late transfer to an intensive care unit. Sometimes this initial care may be inadequate causing a delay in management.
In our study, infectious and neurological pathologies were responsible for deaths with 73.5% and 57.0% of the respective cases. These results are superimposed on those of Tchaou et al. who found infectious diseases to be the leading cause of death in their study [11] . Koukous et al. noted septic shock and neurological pathologies as the main causes of death in their study on mortality factors in intensive care in Morocco [4] . This observation could be explained by the delay in the treatment of infections due, especially in our region, to the lack of diagnostic resources, particularly biology, including culture bacteriological, the resistance of germs to common antibiotics and the lack of financial resources for the purchase of antibiotics by families. However, Diouf et al. reported that mortality was higher among patients admitted for cardiovascular diseases (75.0% of deaths) followed by neurological disorders (68.3% of deaths); infectious diseases and metabolic and renal disorders accounted for 46.1% and 46.6% of deaths respectively [15] .
Causes of death were represented by severe sepsis and septic shock (74.7% and 18.7% of infectious pathologies respectively), by stroke (80.8% of neurological pathologies), by decompensations of heart failure and cardiogenic shock (54.9% and 21.6% of cardiovascular pathologies respectively) and by the acute complications of diabetes (78.4% of metabolic and renal diseases). Some authors close to those observe these findings. Metogo et al. found stroke and septic shock as medical aetiologies of death in intensive care in Cameroon [2] . Bonkoungou et al., in their study on mortality in intensive care in Burkina Faso, noted that the most common reasons for admission in deceased patients were stroke (22.9%), trauma brain injury (22.1%) and severe infection (18.3%) [21] . For their part, Zoumenou et al. reported that the most causes of death in the emergency department were stroke (27.8%), severe trauma (15.5%) and acute complications of diabetes Open Journal of Emergency Medicine (7.2%), chronic renal failure (6.6%), and AIDS opportunists (6.2%) [22] .
The mortality was highest in the 60+ age group (55.0% of cases) followed by 40 -59 years (43.4% of cases). A statistically significant difference was observed between age and mortality. This can be justified by a low life expectancy of around 55 years in our country, the development of cardiovascular risk with the ageing of the population and the increase in cardiovascular risk factors with age.The death rate was higher among male patients with 46.7% versus 31.9% for female patients.
In our series, mortality was higher among patients from other specialized hospital services (64.0% of cases) and medical emergencies (48.9%). Similar data have been reported by Diouf et al. [15] . Statistical analysis between the origin and mortality of intensive care patients showed a significant difference (p < hours after admission to intensive care [14] .
For a better interpretation of our results, certain limitations in our study must be taken into account. Indeed, her retrospective nature did not allow us to codify patient information, to know the clinical severity of patients at admission that could justify their death within 48 hours. Also, the not used of medical records that proved incomplete and unusable, the failure of to not record hours and even reasons for death of patients on the records, also constituted limitations in our study.
The results reported in our study allowed to propose some more strategic ways for reducing mortality rate in our department. There are the reduction of patients'admission period for promoting support for vital failure, the creation of the intensive care units or room in other hospitalization specialized services in order to facilitate the initiation of more specific treatments such as oxygen therapy and monitoring of patients, the availability of kit or emergengy medications Open Journal of Emergency Medicine that can allow to start the care during the first hours, the reduction of cardiovascular risk factors and management chronic pathologies such as diabetes and high blood pressure, the improvement of technical platform and the continuous training of nursing staff.
Conclusion
The mortality rate of patients admitted to the polyvalent intensive care unit at University Hospital of Brazzaville is high at 37.4%. These were mainly adult male patients aged 40 and over from other specialized hospital and emergency departments with infectious and/or neurological conditions. All deaths occurred within 48 hours of admission. The reduction of this mortality rate will require, among other things, the implementation of morbi-mortality review meetings, the improvement of the technical platform, the availability of emergency products, and an increase in the number of medical staff.
